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Abstract
Using medical terminology involves a large risk of miscommunication in English-medium consultations as patients 
often do not know or misunderstand the terms commonly used by physicians, or even misuse terms in their interactions 
with medical professionals (Hadlow/Pitts 1991; Street 2003). Patients and physicians also frequently associate different 
meanings with the same medical terms, which further threatens patient-physician communication (Hadlow/Pitts 1991). 
To date most investigations on the impact of medical terminology have focused on native English speaking (NES) 
individuals in monolingual encounters, while insights from non-native English speaking (NNES) physicians and 
patients have been largely neglected. Through semi-structured interviews, this qualitative explorative study investigates 
the experiences of patients and physicians from diverse linguistic backgrounds in medical encounters within Australia. 
A particular focus is given to the way NES and NNES participants perceive and judge the impact of the meaning 
of medical terms on patient-physician communication. Findings suggest that both the use and meaning of medical 
terminology are perceived and judged very differently by individuals who come from different language backgrounds 
and who hold varying degrees of medical knowledge. Findings indicate that common blanket recommendations 
urging medical professionals to avoid or explain jargon may be futile since physicians and patient also diverge in their 
understanding of what constitutes jargon or medical terminology. 
1. Introduction 
Medical terminology poses one of the greatest challenges for successful patient-physician com-
munication given that the majority of patients possess only little medical knowledge and are 
therefore greatly limited in their understanding of medical terms (e.g. Hadlow/ Pitts 1991; Koch-
Weser et al. 2009; McKinlay 1975). Poor understanding, in turn, can negatively impact on patient 
autonomy, satisfaction and compliance and patient-physician communication in general (Fields 
et al. 2008; Hadlow/Pitts 1991; Street 2003). Even though examinations of patients’ knowledge 
of medical terminology have encompassed a wide range of medical specialties such as paediatrics 
(Gittelman et al. 2004) or anesthesiology (Fields et al. 2008), the predominant focus of these in-
vestigations has been on NES patients. Most multicultural countries, such as Australia, are home 
to large numbers of NNES patients and physicians, and, consequently, medical interactions that 
involve NNES interlocutors are becoming increasingly more frequent in these countries. Never-
theless, there appears to be a general preference in medical research to concentrate on NES pa-
tients (Glickman et al. 2011; Murray/Buller 2007); and to a certain degree this inclination also 
seems to extend to research on medical communication (see Knox/Britt 2002). However, such re-
strictions are to the detriment of our knowledge about the problems of NNES patients (who have 
often been neglected), and greatly limit our understanding of how medical interactions play out 
in these multicultural societies, and, subsequently, if and how they differ from NES medical com-
munication. As a consequence, our ability to make well-informed suggestions that could help to 
ameliorate communication diffi culties in ‘cross-linguistic’ consultations is also restricted. 
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Even though the number of investigations on cross-linguistic medical interaction has increased 
during the past decades (e.g. Frank 2000; Pauwels 1994; Pilotto et al. 2007; Roberts et al. 2005), 
only a few scholars have addressed the impact of medical terminology on English-medium con-
sultations involving NNES patients (Cooke et al. 2000; Levin 2006). As far as NNES interna-
tional medical graduates (IMGs) are concerned, potential diffi culties regarding the use of medi-
cal terminology, such as an overreliance on the use of medical English that can make them appear 
uncaring, have been, with a few exceptions, (e.g. Bates/Andrews 2001) mostly mentioned in pass-
ing, while other linguistic challenges such as pronunciation or vocabulary diffi culties have been 
documented in greater detail (e.g. Pilotto et. al 2007).
What is more, all of these studies investigating medical terminology and its impact on consul-
tations have been based on the premise that the concept of medical terminology can be univer-
sally defi ned and that interlocutors share the same concept of a ‘medical term’, regardless of their 
medical or native language background. However, research has yet to explore whether patients 
and physicians with different language and medical knowledge backgrounds align or diverge in 
their perceptions of what constitutes ‘medical terminology’. Further research could also shed 
some light on what attitudes NES and NNES patients and physicians hold towards medical termi-
nology, and investigate what impact the use of medical terms can have on cross-linguistic and/or 
cross-experiential medical communication. 
The present qualitative study employs semi-structured interviews to explore how NES and 
NNES patients and physicians from various language backgrounds perceive and feel about the 
use of medical terms in patient-physician communication. By gathering individual perspectives 
regarding medical terms, this study also addresses the gap in the research on the impact of termi-
nology in cross-linguistic medical communication. It is hoped that the fi ndings can help to inform 
a multitude of training programs ranging from (intercultural) communication courses for medical 
professionals, to health literacy classes for patients, or even more specifi c units in programs such 
as the Australian Adult Migrant English Program (AMEP) that target migrants’ English language 
needs with regard to accessing and utilising medical services in English-speaking countries.
2. Background
2.1. Growing numbers of NNES patients and international medical graduates 
(IMGs) in Australia
In 2009–10, net overseas immigration contributed to more than half (57%) of the overall popula-
tion growth in Australia, with more than a quarter (27%) of the Australian population having been 
born overseas (Australian Bureau of Statistics (ABS) 2011). The latest Australian census data 
show that about 3.2 million people in Australia do not speak English at home, and just over half 
a million people report that they do not speak English at all or not very well (ABS 2008). It has 
been shown that, unless these individuals have access to and make use of professionally trained 
interpreters, they can encounter great communication struggles when trying to access and benefi t 
from medical assistance in Australia (Allotey/Reidpath 1999). 
The Australian population is constantly growing and also growing older, and considerable 
strain is put on the medical staff all over the country. For some decades now, but with increasing 
efforts since the 2000s, large numbers of IMGs have been recruited to counter the medical work-
force shortage (Birrell/Schwartz, 2006). Although traditionally many IMGs migrated from the 
UK, nowadays the majority of IMGs (55%) come from nations such as Sri Lanka or China where 
English is not an offi cial language (Birrell/Schwartz 2006). Often speaking English as a second 
or foreign language only, IMGs are reported to encounter various linguistic diffi culties in interac-
tions with both patients and colleagues (e.g. Pilotto et al. 2007).
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2.1.1. Medical terminology and technicalness
Most studies investigating the effects of medical terminology on patient-physician communica-
tion conclude that the majority of patients lack proper understanding of medical terms and as 
a consequence frequently misuse or misinterpret them (Hadlow/Pitts 1991; Koch-Weser et al. 
2009). Moreover, many patients are unaware that they misuse terms and do not realise that many 
common medical terms may diverge in meaning when they are used by physicians as opposed to 
when they are used by patients (Hadlow/Pitts 1991). 
In order to prevent miscommunication, medical communication textbooks frequently urge 
medical professionals to avoid or adequately explain jargon (see e.g. Groves/Fitzgerald, 2010; 
Silverman et al 2005; Washer 2009). Generally, the term ‘jargon’ simply refers to technical vo-
cabulary required to allow quick information transfer between specialists (see Washer 2009); but 
when used in discussions of someone’s communication skills, ‘jargon’ usually carries more nega-
tive connotations, i.e. the unnecessary use of technical terminology in situations where it is like-
ly that terms will be unintelligible to the other party involved. Physicians and patients, however, 
differ in their understanding of which vocabulary items constitute medical terms (Bourhis et al. 
1989). It might, therefore, prove equally problematic for medical professionals to decide which 
medical terms are, indeed, jargon and should be avoided.  
 A range of theoretical lenses can be utilized to describe and analyse these mismatches in the 
perception and understanding of technical language. For example, Tannen/Wallat (1987) focussed 
on diverging knowledge schemas; other scholars such as Read (2004) or Schoonen/Verhallen 
(2008) drew on the idea of varying levels of deep word knowledge in their investigations of sec-
ond language vocabulary acquisition; and within the same fi eld, Chung (2003) and Nation (2001) 
relied on the concept of technicalness which describes the fl exible nature and shifting meaning of 
(semi-technical) medical terminology. However, while all of these are very important concepts in 
discussing the impact of technical terminology used in patient-physician communication, to stay 
within the overall scope of the paper, I would like to concentrate on the idea that mismatches in 
the perception and understanding of technical language are caused by differences in the percep-
tion of technicalness.
The concept of a continuum of technicalness was introduced by Nation (2001) and Chung 
(2003) and refers to the strength and fl exibility of a term’s connection to its fi eld of specialty. For 
example, the term migraine is closely connected to the fi eld of medicine. The closer and more in-
fl exible the connection of a term is to its fi eld, the more technical the term will be. For instance, 
migraine is relatively fl exible in its connection to the medical realm, and, in comparison to terms 
such as progeria (a genetic condition causing symptoms of premature ageing), migraine can be 
used quite easily in everyday as well as medical discourse while, progeria is confi ned to the lat-
ter. Following from this, I suggest that the technicalness of some medical terms is not fi xed but 
fl uctuates, because many medical terms can be used by physicians within the fi eld of medicine, 
but also by patients in everyday discourse. Consequently, shifting technicalness may be one of the 
causes for the meaning divergences identifi ed by Hadlow/Pitts (1991). It also seems likely that 
both medical background knowledge and native language status may infl uence how individuals 
perceive the technicalness of a term and, in turn, which meaning they associate with it. Yet to date, 
the connections between perceived technicalness, meaning divergence, medical knowledge and 
language background have not been tested.
2.1.2. Medical communication in linguistically diverse communities 
Research focusing on NNES individuals in English-medium consultations has documented dif-
ferences in intercultural medical communication and used these insights to develop cultural com-
petence programs for medical professionals (see e.g. Helman 2007; Perez/Luquis 2008). As far as 
the role of medical terminology is concerned, investigations have been predominantly centred on 
monolingual English encounters (e.g. Fields et al. 2008; Gittelman et al 2004; Schouten/Meeu-
wesen 2006). Only a few researchers have attempted to illuminate the infl uence of medical terms 
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on cross-linguistic medical encounters and  they have discovered that, just as in monolingual in-
teractions, comprehension diffi culties also put great strain on communication between NNES pa-
tients and NES health professionals (Cooke et al. 2000; Frank 2000; Levin 2006; Pauwels 1994). 
NNES IMGs working in NES medical environments in Australia have been faced with signif-
icant linguistic and communicative barriers (McDonnell/Usherwood 2008; Pilotto et al. 2007). 
Due to their limited English profi ciency, many IMGs have problems picking up on their patients’ 
verbal cues or effi ciently communicating medical information to them using lay-friendly lan-
guage (e.g. Pilotto et al. 2007; Dahm 2011). 
 3. Research Aims
The main goal of this study is to determine how participants from diverse native language back-
grounds and with different levels of medical background knowledge experience the use of medi-
cal terms in consultations in Australia. To meet this objective the investigation aims to answer 
the following questions and in doing so maintains a distinction between participants who are a) 
trained physicians and patients or b) from non-English speaking backgrounds in comparison to 
those who are NES.
1. Attitudes towards and beliefs about medical terminology.
- Which attitudes and beliefs are expressed regarding the use and understanding of medical 
terminology among participants?
2. Awareness of meaning divergences and infl uence on perceived technicalness.
- Which levels of awareness are expressed in relation to meaning divergences of medical 
terms among participants? How does the recognition of meaning divergences (or lack 
thereof) infl uence the way in which participants perceive the technicalness of a medical 
term?
3. Impact on medical communication.
- What impact does native language have on attitudes, beliefs, level of awareness and 
differences in perceived technicalness, and what are the consequences and implications for 
medical encounters involving NNES patients or IMGs?
4. Methods
4.1. Procedure and participants
For this exploratory study, semi-structured interviews were designed to generate qualitative in-
sights into medical communication in Australia as experienced by NES and NNES patients and 
physicians. A special emphasis was given to perspectives on and perceptions of medical ter-
minology as used in the Australian context. NES and NNES patient participants (n=17) were 
drawn from a convenience sample of undergraduate students enrolled in an introductory linguis-
tics course at an Australian University. Medical professionals (n=11) were recruited with the as-
sistance of contacts at the Royal Australian College of General Practitioners (RACGP) and the 
Australian School of Advanced Medicine, and included eight NNES IMGs and three NES Aus-
tralian trained physicians (2 surgeons, 1 general practitioner). Table 1 provides a demographic 
overview of all participants. 
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 Patients (n=17) Medical professionals (n=11) 
Women, n (%) 14 (82.6) 5 (45.5) 
Mean age in years (SD) 22.5 (5.0) 39.1 (8.5) 
NNES, n (%) 7 (41.1) 8 (72.7) 
NNES time spent in Australia   
in years (SD) 2.5 (2.6) 6.5 (7.0) 
Region (by country of origin)   
Australia, n (%) 10 (58.9) 3 (27.3) 
Europe, n (%) 4 (23.5) 5 (45.5) 
Asia, n (%) 3 (17.6) 2 (18.1) 
Middle East, n (%) 0 (0) 1 (9.1) 
NNES top native languages 
1
   
Mandarin, n (%) 2 (28.6) 2 (25.0) 
Dari, n (%) 0 (0) 2 (25.0)  
German, n (%) 1 (14.3) 1 (12.5) 
Miscellaneous native languages 
spoken by NNES  
Finnish, Khmer, Norwegian, 
Spanish 
Farsi, Macedonian, Malay, 
Shanghainese, Serbian. 
1
 percentages out of total number of NNES participants in the respective sample: NNES patients (n=7), NNES medical 
professionals (n=8) 
 
Table 1. Participant demographics (n=28)
The set of questions in the interviews varied slightly for patients and medical professionals to ac-
count for varying levels of medical background knowledge and the different expectations they 
might associate with medical consultations. Additional questions for NNES participants allowed 
them to compare experiences gained in the Australian medical context to those of their home 
countries. An initial draft of the interview questions was examined for medical and research ap-
propriateness by a lecturer in applied linguistics at an Australian university who holds degrees in 
both medicine and linguistics. Based on the lecturer’s feedback, some questions were omitted, 
while others were extended or reworded. Additionally, pilot interviews were conducted with one 
NNES and one NES volunteer and resulted in further minor wording adjustments. These trial runs 
also highlighted the importance of being vigilant in the clarifi cation of vague responses, and to 
continue probing in order to saturate each topic. Following one volunteer’s feedback, participants 
were actively encouraged to share anecdotes and experiences in an effort to prevent the interviews 
from becoming too interrogative (see Appendix A for interview schedules). 
All interviews were conducted by the author and held in English, either in the privacy of meet-
ing rooms at an Australian university, the RACGP offi ces in North Sydney, or in the practices of 
participating Australian physicians in the Sydney metropolitan area. To avoid participants feeling 
coerced into disclosing intimate or confi dential medical details, they were reminded throughout 
the interview process that they did not have to divulge any information they felt uneasy discuss-
ing. The study was approved by the Human Ethics Committee of an Australian university and ap-
proval was given by the RACGP to recruit participants and conduct interviews on their premises.
4.2. Analysis
All interviews were audio-recorded and de-identifi ed; in the Findings section individual partici-
pants are referred to using pseudonyms. All analysis was conducted by the author and followed a 
reiterative approach (Richards 2003). Preliminary analysis started immediately after each inter-
view ended, and consisted of briefl y summarising the interview and collecting initial refl ective 
thoughts and comments on a separate cover sheet. Subsequently, all interviews were transcribed 
for further analysis and ultimately coded in NVivo 8 (QSR International Pty Ltd 2008). Three aims 
were pursued in coding the interview transcripts: 
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1. to reveal participants’ attitudes and insights regarding the use of medical terminology in 
English-medium medical consultations in Australia;
2. to explore linguistically relevant arguments expressed by participants in relation to the 
research questions (see Section 3);
3. to uncover how the participants’ medical background knowledge and native language status 
can infl uence beliefs about and behaviour in medical communication in Australia. 
Data were coded reiteratively and coding progressed through three stages. Initially, labels were 
assigned freely to the transcripts using a line-by-line approach (Richards 2003). The next step 
in the analysis used those preliminary labels to develop systematic categories, taking into ac-
count fi rst notions of potential links between labels (Richards 2003; Strauss/Corbin 2008). The 
fi nal stage involved relating categories back to the key concepts of the investigation: professional 
medical knowledge and native language status. The reiterative approach in coding allowed for a 
continuous interpretative process (Heigham/Croker 2009). Because each new coding stage was 
informed by insights gathered in the previous stages, stronger conceptual relations between cat-
egories were able to emerge. Ongoing refl ections and comparison throughout the coding stages 
ensured theoretical saturation (Richards 2003).
5. Findings
At this point, the exploratory nature of this study needs to be emphasised; the aim is not to provide 
defi nite answers, but to suggest avenues for more detailed investigations in the future. The main 
fi ndings are discussed in more detail in the following sections; Section 5.1 focuses on attitudes 
and beliefs expressed by participants in relation to medical terminology; Section 5.2 addresses 
the participants’ awareness of meaning divergences and their perceptions of medical terms and 
Section 5.3 offers some insight into the impact of medical terms on cross-linguistic consultations. 
Unedited participants’ quotes are used throughout to support and illustrate the preliminary fi nd-
ings that emerged.
 5.1. Attitudes towards and beliefs about medical terminology 
5.1.1. Preferences for the amount of medical terms used in consultations
Interview data indicated that participants have different ideas about the appropriate number of 
medical terms to be used in patient-physician communication. It seemed that neither patients nor 
physicians have a universally agreed preference for plain, medical or a mix of plain and medical 
language in medical consultations. However, it was important for many participants that physi-
cians should adapt the amount of medical terminology to individual patients, taking into account 
factors such as English profi ciency, type of illness, type of consultation and previous medical 
knowledge. The majority of NES participants (regardless of medical background) acknowledged 
that, depending on the particular circumstance and after all other factors have been considered, 
it can be benefi cial to use medical terms on an individual basis. These participants also pointed 
out that medical terminology can facilitate quick and effi cient patient-physician communication. 
Similar insights were voiced less often by NNES participants.  
 [Doctors] still should be able to use the terminology. Because I mean if you do need to look it up or if 
you do wanna talk to a doctor you know or that is probably is good to actually know the correct term 
[…]. Rebecca (NES patient)
On the other hand, there was a small group of patients who, regardless of language or medical 
background, believed that using medical terminology is not just optional for physicians, but that 
they need to do so in order to show their medical competence. Some of them also called atten-
tion to the fact that it is not just using large amounts of medical terminology that signals medi-
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cal competence, but the ability to gauge which terms are actually necessary and which need to be 
explained:
 I think I would rather have a doctor use terms and explain them than never use terms, yes. Because the 
using terms is kinda like ”yes, he’s a doctor, okay he knows what he is talking about.” [laughs]. Na-
dine (NNES patient)
 5.1.2. Perceptions of the amount of medical terminology used in consultations
Discrepancies between the medical professionals and patients emerged upon analysing answers 
to the questions asking participant to judge the amount of medical terminology used in consulta-
tions (see Appendix for questions 8 and 9 for patient and physicians, respectively). During analy-
sis participants’ answers were coded on an ordinal scale ranging from ’low’ to ‘just right/okay’ to 
‘high’. Regardless of their native language background, patients thought that more medical terms 
were generally used in consultations than did physicians. None of the patients judged the amount 
of medical terminology to be ‘low’. Many patients also often expressed the view that the number 
of terms in consultations should be reduced because the unwarranted use of large amounts of un-
explained medical terminology can make physicians appear unprofessional, uncaring, or stressed:
 Well that kind of doctor would be uhm…someone who is not really considering uh… the patient or uh 
like the level of knowledge they have. Matti (NNES patient)
 Uhm I think- usually when it is busy the doctor does tend to push forward, get straight to the point of 
what’s wrong rather than having a long conversation and explaining everything. Kate (NES patient)
No consistent pictures emerged for physicians and they were found to either consider the number 
of medical terms to be ‘low’, or aligned with the patients’ perceptions, in that they rated the oc-
currence of terms as either ‘high’ or ‘just right’.
In relation to beliefs about the kind of language that should be used in consultations and their 
perception of the number of terms that are used in everyday practice, IMGs confessed being up-
set with themselves if they accidentally used a medical term out of habit or were unable to fi nd 
plain vocabulary in time. 
 I think [medical terms] are really diffi cult. Because sometime there is sudden blank you can’t think 
about medical term until you try to use the other word to explain or the what’s the meaning [laughs]. 
Clara (NNES IMG)
All physicians repeatedly stressed that in speaking to patients, medical terms should be used care-
fully, but IMGs seemed to be under the impression that terminology should be avoided as best as 
possible. Given the small sample size, it could not be ascertained whether they did so by personal 
choice or whether they felt obliged to use plain language in order to pass the exams required to 
practice in Australia:
 But when I prepare for clinical examination, I became conscious about that. So I shouldn’t use [terms] 
with the patient because the patient is uhm is an ordinary people. So then I made my mind ‘no’. With 
the patient I have to be very very clear and very uhm… just ordinary language. Aeisha (NNES IMG) 
Interpretations of these observations, however, would be highly speculative and a larger data sam-
ple would be needed to reveal the origin of their conviction and to investigate how the IMGs’ at-
titude towards medical terms might infl uence cross-linguistic medical interactions.
 5.1.3. Emotional responses to medical terms used in consultations
Regardless of linguistic and medical education background, physicians were found to largely 
align with the attitudes and mostly negative emotional responses expressed by patients in reac-
tion to the use of medical terminology in consultations. Patients described that they were most 
troubled by the use of unfamiliar medical terms because it caused them to feel insecure, inferior 
and anxious. If their conditions were labelled by medical terms, patients also appeared to perceive 
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them as more serious. The physicians interviewed here confi rmed that in their daily practice such 
emotional reactions occurred frequently. Table 2 summarizes the most frequently mentioned emo-
tional responses.
Feeling Quote 
Insecurity Patients would […] probably be overwhelmed by the amount of information that is given out and just 
would like not take in what [the doctor] is saying. Kate (NES patient) 
 
The patient will feel very confusing about the special terms of words, because they might did not 
understand about the word. Lily (NNES patient) 
 
If you use [medical terms] and don’t explain them the patient can come out completely confused. Sara 
(NES physician) 
 
Inferiority A lot of people are intimidated by doctors. Mel (NES patient) 
 
I didn’t want to ask too much more because he seemed to be getting a bit frustrated. Rachel (NES patient) 
 
Well I think to ask questions cause they are afraid. Because the doctor is up here and they’re down there. 
Dean (NES physician) 
Anxiety It might stress them because also big words can seem a bit scary at times and... they might worry that it is 
something more serious than it is. Rebecca (NES patient) 
 
Yeah probably I feel a lot of medical terms just sounds really a lot scarier when it’s in medical term. Astrid 
(NNES patient) 
 
And the [doctors] used all these words that I had no idea what it was and that kind of scared me a bit. Mel 
(NES patient) 
 
 Table 2. Common emotional responses to the use of medical terminology
Nevertheless, the overall impact of medical terms seemed to be less straightforward and var-
ied between participants and contexts. The following two deviant cases are used to illustrate this 
point. Firstly, it has previously been shown that a small number of patients appeared to assign a 
certain level of prestige or medical competence to the use of terminology. This association of pro-
fessionalism and the use of medical terms stands in contrast to the belief held by the majority of 
participants that the use of too many unexplained terms signals careless and insensitive physicians 
showing off their knowledge. Secondly Jessica, one of the NES patients, expressed contrasting 
emotional effects; on the one hand, she maintained that she sometimes found comfort and a feel-
ing of safety in the use of certain familiar medical terms, but on other occasions during the inter-
view, she also stated that unfamiliar terms could cause her to feel concerned and anxious:
 If a terminology comes up that I’ve heard before I defi nitely feel more secure and comfortable with 
the situation. […] I was just so frustrated because- when [the doctors] use the big term they they scare 
you. Jessica (NES patient)
This means that her views did not only deviate from those of participants who associated medi-
cal expertise and prestige with the use of medical terms, but also from those of participants who 
exclusively described negative emotional responses upon encountering medical terminology in 
consultations.  
 5.1.4. Patients’ native language background and understanding medical   
 terminology
Within the disciplines of applied linguistics and lexicography, a lot of attention has been given to 
the question of what it means to truly ‘know’ or ‘understand’ a word (see e.g. Nation 1990, 2001; 
Schmitt 2000). Unfortunately, it would be beyond the scope of this paper to discuss in greater de-
tail the intricacies involved in the concept of ‘understanding’. Nevertheless, it should be noted 
that vocabulary knowledge and understanding is inherently complex and requires learners to mas-
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ter various features such as meaning, written and spoken form, grammatical behavior and prag-
matic functions for each language item (see Nation 1990). As a consequence, second language 
learners and even native speakers might have various degrees of word knowledge or ‘understand-
ing’ for different words, and understanding should therefore generally be seen as fl uctuating rath-
er than fi xed. Additionally, situational context is also often needed to fully interpret the meaning 
of a word. In relation to using terms in interactions, it can be argued that knowing and understand-
ing certain terms might on most occasions be accomplished as the interlocutors co-constructed the 
meaning using the situational context as a guide (Schmitt, 2000). However, it might be especially 
diffi cult to acknowledge the need to co-construct the meaning of semi-technical medical terms in 
interactions as both patients and physicians might assume a common, shared core meaning where 
none exists. 
Data indicated that native language background may advantage or disadvantage patients and 
infl uence their understanding of and beliefs about English medical terminology. When NES pa-
tients were asked whether their native language status offered them an advantage over NNES pa-
tients, they gave very cautious answers. Many pointed out that they might enjoy greater familiar-
ity with medical terms than NNES patients, simply because they had been exposed to them more 
frequently. Nevertheless, most of the NES patients immediately put their advantage in perspec-
tive and highlighted that being a native speaker would not guarantee that they actually knew the 
meaning of every term:
 I’m sure I would [have it easier in Australian consultations] only because- yeah it is in English and I 
think it would be quite hard if it wasn’t your fi rst language to sometimes understand some of the terms. 
But actually I think it’s hard for everyone […] those big terms you don’t use in everyday English any-
way […] and you still wouldn’t really know. Rebecca (NES patient)
In contrast, many NNES patients reported that native speakers in general enjoy certain advantag-
es. For example, Astrid felt that NES patients “probably have some problems, but they have heard 
the words before so it’s not as diffi cult as for me.” Because of their limited English profi ciency 
and limited opportunities to encounter and learn English medical terms, some NNES patients felt 
disadvantaged in medical interactions:
 We never learned before the special terms so we are not able to use it […] But if I learn [medical terms] 
so I will try to use it. Lily (NNES patient)
 [B]ecause I never speak English before so… learn from heart and the medical term. I am still learning. 
Suri (NNES patient)
When it comes to understanding medical terms, the NNESs’ specifi c language backgrounds also 
appeared to play to an individual’s advantage or create a further comprehension barrier. For exam-
ple, Juan, a native Spanish speaking patient, reported that he was quite comfortable with English 
medical terms because they were similar to words in his native language and he was able to make 
sense of a term by interpreting its parts. Conversely, Amy, a native speaker of Mandarin, reported 
that she struggled with English medical terms because in comparison with terminology in her na-
tive language, the English terms lacked transparency. 
 In Chinese we just made up ‘lung’ and ‘cancer’. So it’s better for us… to understand. […] Most of the 
Chinese ones I can understand because I understand the parts. But English is long and I don’t know 
parts. Amy (NNES patient)
5.2.  Awareness of meaning divergence and perceived technicalness
5.2.1. Experience and awareness of meaning divergence 
Overall fi ndings indicated that participants differed in their awareness of meaning divergences. 
Some physicians independently identifi ed this issue as one of the biggest challenges in medical 
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communication and were quick to state that misuse of terms by patients gives much scope for 
miscommunication: 
 And there are some terms in my specialty that I hear all the time- […] but which I know from experi-
ence are uhm have a different uh common usage. Dean (NES physician)
For most of the other patients and physicians this obstacle was less obvious. They either did not 
acknowledge the potential for divergent meanings at all or only after being asked directly.
Unfortunately, no data could be collected from four NNES patients, because they had diffi culty 
understanding the actual question, even after it was repeatedly rephrased and examples were used 
to better illustrate the point. The majority of patients, when asked directly, acknowledged that in-
dividual speakers may interpret and use terms differently. Most of them, however, seemed to be 
only aware of potentially troublesome meaning differences because they had experienced the im-
pact of meaning divergences themselves, or because they had been otherwise affected personally, 
e.g. through an illness in the family. 
 Because the term ‘migraine’ is thrown around a lot and people… some people who get headaches say 
they have migraines and they are totally different […] If I get a migraine I have to call in sick for work, 
like I feel I need to describe what I get… because it’s not just a headache. Rebecca (NES patient)
Often physicians also drew from their experiences when discussing meaning divergence. In con-
trast to patients, however, physicians seem to rely on their practical rather than personal experi-
ences. Over the years they had been in contact with a range of different patients from different 
linguistic, cultural and social backgrounds, all of whom they claimed frequently misuse and mis-
interpret medical terms. As a consequence, most physicians reported that they try to avoid certain 
terms as best as possible because they frequently cause confusion or create miscommunication in 
consultations. These items include diabetes, infl ammation, infection, tumour and cancer; terms 
that at fi rst glance appear be relatively well known among patients.
 5.2.2. Native language background and awareness of meaning divergence 
Data suggested that the native language background of patients and medical professionals is like-
ly to infl uence how and what individuals perceive to be a medical term and may subsequently be 
linked to the kind of language they use or seek to clarify in interactions. For instance, some of 
the NNES IMGs asserted that they expected fewer problems in using medical terms when com-
municating with NES patients, because as native speakers, they would have less diffi culty under-
standing terminology than NNES patients. This belief was shared by some NNES patients and ap-
peared to be based on an assumption that because medical terms are more frequent in the English 
language, even in everyday discourse, they would also be better known among the general public:
 It’s pretty much the same like in Germany that you try to explain the diffi cult words but in the English 
speaking countries more Latin words are used in the normal language. That’s what I think so you can 
use more uh medical terms. Karl (NNES IMG)
For example, Hu was convinced that the term infl ammation is relatively well known amongst 
NES patients in comparison to NNES Chinese patients:
 English speaking [patients] they can diff- differentiate what is anti-infl ammation drugs and what is 
antibiotics. But this idea in Chinese terms they are always confused. They think infl ammation- all the 
infl ammation is caused by bacteria or viral infection, and they think antibiotics is- the drug antibiotics 
is a drug of infl ammation medicine. Hu (NNES IMG)
Eshe, an NES patient, also commented on the understanding of the term antibiotics which is com-
monly used in English everyday discourse, but highlighted that not all patients actually know the 
correct meaning: 
 I think [antibiotics] is a medical [term] but is has just been so overused that is has become like… what 
its actual purpose is compared to like- I think people just think ‘oh I need an antibiotic’ but it’s not used 
for everything that people think it’s used for. Eshe (NES patient)
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As previously illustrated, most NES patients actively opposed the idea that they know the mean-
ing of medical terms just by being a native speaker. Eshe’s comments further suggest that NES 
patients view their own capabilities more realistically. Overall, NES patients’ insights appear to 
challenge the assumptions many NNES participants hold about the benefi ts inherent in being a na-
tive speaker, and illustrates that NES individuals in fact do not necessarily know and understand 
more technical terminology than NNES individuals.
5.2.3. Professional medical knowledge and perceived technicalness
From the data it also emerged that medical background knowledge may play an infl uential role in 
shaping participants’ awareness of meaning divergences and perception of technicalness. Despite 
the fact that physicians reported that they often deliberately avoid medical terms, a large num-
ber of patients still felt that too much terminology was being used in consultations. Medical pro-
fessionals, especially those of NNES background, repeatedly pointed out that they often employ 
medical terms in interactions with patients out of habit (as described in Section 5.1.2), but also 
because those terms come to them more naturally:
 Uhm at fi rst I’ll- I will use the terms or terminology at fi rst. Because this is what I think. Hu (NNES 
IMG)
Jessica, one of the patients who felt that the number of terms in consultations is generally very 
high, speculated that ‘[p]erhaps a lot of the doctors don’t even realise that when they’re speaking 
that their patients don’t understand the terminology that they’re using.’ Mel, another NES patient, 
went even further and suggested that the time and effort medical professionals have spent to ac-
quire their medical knowledge have also caused them to lose their sensitivity for technical con-
cepts and terms that only medical experts are familiar with:
 Maybe [doctors] just especially GPs they see so many people a day that it sort of becomes second na-
ture to say things in the terms that they have learned them rather than try and translate them through 
their brains into simple words. Mel (NES patient)
Consequently, it appeared to be the case that patients and physicians had different perceptions 
regarding the appropriateness of using medical terms in consultations. Furthermore, their judge-
ments of what actually constitutes a medical term, and hence is appropriate to use or not, can devi-
ate because they rely on different levels of medical background knowledge when they form their 
concept of a technical term. It follows that, for example, Hu’s initial preference to use terms might 
refl ect the way he thinks but could also signal that, through years of medical training and practice, 
he (and other medical professionals) might no longer realise that, to them, certain medical terms 
that have become general language items. These language items, while not perceived as techni-
cal by doctors, are frequently used in interactions with patients, and may in fact, be perceived as 
medical terms and judged as inappropriate by patients since they lack any medical background 
training. Therefore, individuals who possess no professional medical knowledge might also judge 
the number of terms used in consultations differently than those who have studied and practiced 
medicine for years.
 5.3. Impact on medical communication 
5.3.1. Consultation time and patient information-seeking behaviour 
An unexpected fi nding that emerged from the data was that the use of medical terms seemed to 
have the potential to infl uence patient participation and also alter participants’ perceptions of con-
sultation length (for more information see also Dahm 2012). Many medical professionals noted 
that consultations were signifi cantly prolonged when they made efforts to explain or clarify the 
meaning of medical terms. They indicated that such explanations were necessary either when the 
physicians used terms and needed to ensure that their patients would not inadvertently misinter-
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pret the terms, or in cases where patients used medical terms and the professionals felt the need 
to clarify because the patient might associate a different or even unique meaning with the term. 
 At the end of the day you need to clarify what exactly do they mean by indigestion because it could be 
so different. It could be burping [laughs] or it could be pain [laughs] or it could be dia- … you know. 
Sara (NES physician)
While patients stated that they do ask their physician for clarifi cation, most patients also pointed 
out that they often refrain from asking their physician to explain unfamiliar terms; either because 
they felt they were wasting the physician’s time or because they do not want to disclose any of the 
negative feelings mentioned in Section 5.1.3. 
From the data it emerged that patients used very different strategies when actively seeking in-
formation from their physician. Some patients expressed that they may hesitate to ask for clari-
fi cation because they did not want to admit they were lost, and a few individuals even spoke of 
actively disguising their confusion by nodding and pretending to be interested. Rather than ask-
ing their physician for further information, most often these participants, such as Deniz (NES pa-
tient), would “google [terms] to the ends of the earth” to fi nd information that went beyond mere 
defi nitions.
 But yeah I think I was a bit embarrassed at the time that’s also why I didn’t ask her. That’s why I 
looked it up later on Wikipedia. Mary (NES patient)
Another group of patients, especially those from/with NNES backgrounds, were also reluctant to 
address the physicians, but they seemed to avoid asking questions because they viewed the pro-
fessional as an unquestioned authority:  
 But sometime when I ask too much I’m scare….uhm… I scare people might not be happy when I ask 
them. […] in Cambodia I never ask for ‘can I do this, can I do that?’ And we believe what the doctor 
do is right. Suri (NNES patient)
In contrast to the other patients, who preferred to look for more information online, some of the 
NNES patients also stated that they were interested fi rst and foremost in looking up the transla-
tion of unknown lexical items and not in seeking additional information. They cited bilingual dic-
tionaries in book or electronic (including online dictionaries) format as their sole resource for in-
formation: 
 Lily  Yeah I actually check for the dictionary- uhm the electronic dictionary and In 
   ternet for  dictionary as well.
 Researcher   […] Do you ever go and type a term into Google and see where it takes you?
 Lily   No. Because it takes time [laughs].
5.3.2. Using medical terminology in consultations
As suggested in the previous sections, participants from different language and medical knowl-
edge backgrounds held different attitudes towards and beliefs about the use of medical terms, 
which indicated a large risk of miscommunication. Various differences emerged among patients 
in relation to their experience with, and subsequent use of terminology. All patients offered pre-
dominantly negative comments on (initially) unfamiliar medical terms. After the fi rst encounter 
with a medical term, however, most patients often independently sought medical background in-
formation to understand certain terms better. This increased knowledge seemed to improve their 
feelings towards medical terms and they stated that they would start to use terms more freely and 
without apprehension:
 Because when I tell people I have like polycystic ovarian syndrome I use that like big term and no one 
knows what it is, so I always have to explain it. […] but you know it from personal experience because 
you look it up and you fi nd out about it. Mary (NNES patient)
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Other patients, mostly NNES patients who lamented their poor English knowledge, did not men-
tion adopting terms into their vocabulary after researching online and stated that most of their 
communication was just guesswork. The lack of transparency in English medical terms that was 
addressed in Section 5.1.4 also further limits the ability of those patients to guess the meaning of 
unfamiliar terms - a strategy that Hu describes as being frequently used by patients in China to 
avoid having to ask for more information or clarifi cation directly:
 The Chinese medical terms is much easier for the patient to understand than the English medical 
terms. […] Anyone- even guess- they can guess fi fty percent but in English terms they- they know that 
they don’t know it […] Hu (NNES IMG)
Guesswork is far from an ideal solution to develop an understanding of unfamiliar medical terms 
and, in fact, incorrect guessing or failure to seek explanations may have serious implications. For 
example Suri, an NNES patient from Cambodia, tried to guess the meaning of the term appendix 
and did not ask her physicians to clarify it for her “because [she was] too shy to ask actually:”
 First is hard to understand what they- what they say to me what my problem. Yeah and I just guess-
ing… uhm… yeah generally guessing what they’re saying […] because I was too scared to ask… be-
cause too shy to ask actually [laughs]. [T]wo specialist caming and tell me what’s happening, what 
they have to do but there’s a uhm… small.. uh word that I can’t understand. They use a lot of terminol-
ogy word and that… I have no ideas [and]– I didn’t ask. Suri (NNES patient)
Furthermore, due to her level of English, it seems likely that Suri often encountered unfamiliar 
English words, and may not even been able to identify this particular unknown word as a medi-
cal term:
 Uhhmm.. Appendix. First time I heard the word I don’t think is a medical term […] Just a word to 
me… just a word I never heard. Suri (NNES patient)
Suri only really understood what happened to her after she was released from hospital and was 
able to look up the translation for appendix in a dictionary. It is not hard to imagine that instead of 
an appendectomy she may have undergone a hysterectomy without knowing that something much 
more important than an appendix had been removed. NES physicians might expect their patients 
to be more autonomous and actively seek information, whereas many NNES patients might still 
follow communicative strategies they acquired in less patient-centred cultures. As an example of 
interactions between NES professionals and NNES patients, Suri’s case highlights potentially se-
rious implications for patients, who may appear (to the medical professional) to understand more 
than they actually do, because they do not openly address their knowledge gaps. 
Incorrect assumptions and judgments about patients’ knowledge of medical terms might also 
create diffi culty in interactions between NNES professionals and their patients. While most pa-
tients seemed to be aware of diverging meaning as long as the medical terms were personally 
relevant to them, their comments also suggested that this fractional awareness did not prevent 
or safeguard them from misusing medical terms. Nevertheless, the relatively free use of medical 
terms among patients might lead NNES IMGs to the incorrect assumption that these patients un-
derstand and use medical terms correctly (see Section 5.2.2). In turn, physicians might also em-
ploy medical terms more liberally in consultations, thus creating the potential for serious miscom-
munication. 
6. Discussion
In this exploratory study initial insights have been gathered to illuminate how native language 
status and medical background knowledge may infl uence the use, perception and understand-
ing of medical terminology used in cross-linguistic consultations. The interview data was col-
lected with utmost care and participants were frequently reminded that their answers would not 
be judged in any way in order to avoid them offering only what they believe to be desirable an-
swers. Despite this and other well-known drawbacks such as time-consuming data collection, the 
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interview data provided an excellent chance to engage with participants and truly explore their 
experiences as (Richards 2003). By recruiting patients and medical professionals from NES and 
NNES backgrounds, the present study takes a fi rst step towards providing a more accurate pic-
ture of today’s physician-patient interactions, which are increasingly conducted across cultural 
and linguistic barriers, rather than focusing on monolingual encounters only (see Glickman et al. 
2011). It was revealed that NES as well as NNES patients and physicians largely aligned in asso-
ciating mostly negative emotional responses to the use of medical terminology. In relation to the 
perception of medical terms, patients and medical professional, regardless of their language back-
ground, seemed to judge the number of terms used in consultations very differently. It has previ-
ously been suggested that physicians and patients might perceive terms differently because indi-
viduals may develop varying degree of sensitivity to technicalness depending on their individual 
experiences (Bourhis et al. 1989). Through years of practical experience medical professionals 
may have become so accustomed to using medical terms that they have become desensitised and 
no longer perceived certain terms as technical. Patients, on the other hand, may lack comparable 
prolonged medical experience and thus may have been oversensitive and assigned higher techni-
calness to words frequently used by physicians. The fi ndings in the present study fall in line with 
those of Bourhis et al. (1989); but most importantly, the research provides the fi rst evidence for 
differences in the perception of technicalness between individuals with and without a background 
in medicine. 
However, several differences that go beyond the participants’ medical background knowledge 
also surfaced with regard to their attitudes and beliefs towards medical terms as well as their per-
ceptions of technicalness. The interview data revealed that the majority of NNES participants 
seemed to believe that NES patients know a large number of English medical terms because many 
(semi-technical) medical terms are frequently used in everyday English discourse, and there-
fore they often overestimated the level of understanding among NES patients. Moreover, many 
NNES patients felt they only knew little terminology as they had not been naturally exposed to 
or instructed in medical terms. Considering that some NNES patients showed great diffi culty in 
understanding the question(s) targeting meaning divergence, it could be argued that their limit-
ed English skills may also hinder them from perceiving medical terms as ‘technical vocabulary’ 
at all. For these patients, a medical term may just be another unfamiliar English word for which 
they may seek a fi rst language translation but no additional background information. However, 
these assumptions should be viewed only within the context of this study and further investiga-
tions with larger participant samples are needed to test how different levels of English profi ciency 
infl uence patients’ understanding and perception of medical terms.
In comparison to their respective counterparts, NNES IMGs and patients seemed to be less 
aware of the potential for meaning divergences and also encountered diffi culties in distinguish-
ing between English lay vocabulary items and medical terminology. These fi ndings have impor-
tant implications for cross-linguistic interactions involving NNES IMGs and for communication 
skills courses that are targeted at this group. To date most studies on IMGs have focused on their 
diffi culties in relation to Australian slang or lay language (McDonnell/Usherwood 2008; Pilot-
to et al. 2007), and some scholars have even suggested that medical language is usually so well 
known among IMGS that it should not be included in communication training courses (Webber 
1995). Furthermore, most medical communication textbooks and courses urge IMGs, or physi-
cians in general, to avoid using medical terms or at least to explain them in an effort to ensure 
patient comprehension in consultations (see e.g. Silverman et al. 2005; Washer 2009, Australian 
Medical Council 2007.). However, given that the NNES IMGs in this study had a skewed picture 
of their NES patients’ knowledge capacities and exhibited diffi culties to differentiate between lay 
and medical vocabulary, they might fail to clarify terms used by patients (see Dahm 2011), or  fail 
to provide appropriate explanations of the terms they themselves employ during interactions. In 
both cases, the threat for miscommunication would be increased.  The IMGs in the present study 
also appeared to differ from NES physicians who generally tend to underestimate their patients’ 
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knowledge of medical terms (McKinlay 1975; Pratt et al. 1957). While miscalculations in both 
directions can have far-reaching consequences, it seems likely that the potential for miscommu-
nication also increases signifi cantly in situations where NES patients use medical terms. In these 
contexts, IMGs, because of their limited local experience, may not realise that their patients could 
have a different meaning in mind and take the term at face value.
The divergent ideas regarding the perception of terminology and between NES and NNES 
participants were not only related to their different levels of medical background knowledge, but 
also to their native language background. In this respect, the interview fi ndings helped to further 
develop our understanding of technicalness. It has been shown that not only specialised knowl-
edge but also differences in the individuals’ language backgrounds can have an impact on the per-
ception of technicalness and by extension on their awareness of meaning divergences. Consider-
ing that the concept of technicalness has so far predominantly been used within second language 
teaching to determine vocabulary for English for specifi c purposes courses (see Chung 2003), the 
present study shows that the concept is also a very valuable tool to raise awareness of meaning di-
vergences and to highlight threats for potential miscommunication in specialised discourses, such 
a legal proceedings or medical encounters. 
7. Conclusion and implications
In using semi-structured interviews to explore beliefs and attitudes towards the use of medical 
terminology in multilingual consultations, the fi ndings of this exploratory study suggest that lan-
guage background as well as medical knowledge infl uences how individuals perceive medical ter-
minology. Data indicate differences in the way physicians and patients judge the number of terms 
used in consultations, which confi rms the hypothesis that individuals with different levels of med-
ical background knowledge perceive medical terminology differently. NES physicians identifi ed 
meaning divergence of medical terms as one of the biggest threats to patient-physician communi-
cation as patients often misuse or misinterpret terms. In contrast, the majority of other participants 
only commented on this issue after it was directly raised in a question, and a few NNES patients 
had signifi cant diffi culties understanding the question related to meaning divergences at all. Over-
all, patients were aware of divergent meanings and potential shifts in the perception of technical-
ness, but it seems that this awareness only applied to terms that are personally relevant to them. 
Some IMGs did not immediately grasp the threat posed by meaning divergence and their lack of 
awareness may be attributed to their non-native language status paired with their limited practi-
cal experience in Australia. However, this lack of awareness could lead to IMGs overestimating 
NES patients’ knowledge and understanding of medical terms and as a consequence, IMGs may 
falsely assume that a medical term means the same to them as to a patient and underestimate the 
potential for miscommunication. 
Guidelines for medical communication commonly call on physicians to avoid or explain med-
ical terminology (e.g. Silverman et al., 2005; Washer 2009). However, considering that in this 
study patients and physicians were found to perceive different language items as ‘real medical 
terms’, these recommendations might not improve consultations at all. Given that physicians 
seem to have only limited sensitivity to medical terms, physicians might only explain terms they 
themselves perceive to be truly medical, instead of providing further explanations for terms that 
are unfamiliar for their patients. Hence, some of the medical terms that patients feel should be 
explained might remain unexplained in consultations. Physicians could benefi t from being made 
aware of the fact their sensitivity to detect ‘medical terms’ might shift with increased training and 
practice, and keeping this knowledge in mind and managing the use of medical terminology ac-
cordingly might help to ameliorate interactions with patients.
This study offers a fi rst exploration of the perception of medical terminology and awareness 
of meaning divergences among participants from various language and medical knowledge back-
grounds. Despite the fact that it was not designed to offer a comprehensive account of the impact 
of medical terminology in consultations, some limitations need to be considered. Different results 
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concerning the perception of medical terms and awareness of meaning divergences might have 
been obtained from a larger participant sample. Future research could, for example, take into ac-
count chronic or older patients, whose medical and personal experience might be signifi cantly dif-
ferent to those of the younger and healthier patient participants in this study. In the future, greater 
insights might be gained by including more locally experienced NNES IMGs to investigate how 
the number of years of residence and practical experience infl uence communication diffi culties. 
In general, larger scale studies should be implemented to test whether the fi ndings of this initial 
examination hold true for a larger and even more diverse participant sample. 
Moreover, this study also showed the usefulness of the concept of technicalness in research-
ing perceptions of medical terminology. In addition, the fi ndings add an important new perspec-
tive to our theoretical knowledge of technicalness which, as the fi ndings showed, does not only 
fl uctuate with fi eld-specifi c background knowledge but can also diverge for individuals with dif-
ferent native language backgrounds. Future research, especially within specifi c discourses, could 
further explore the concept of technicalness and its applicability in learning and teaching English 
for specifi c purposes.
Although exploratory, the fi ndings of this study offer some crucial new insights into the experi-
ences of NNES patients and physicians, and help to highlight that the dangers that are associated 
with using medical terminology in consultations also threaten communication in cross-linguistic 
medical encounters. The study takes a fi rst step to increase our understanding of the apparent dif-
ferences in the perception of medical terms among physicians and patients, and underlines that 
these variations need to be addressed and further researched in the future in order for patient edu-
cation or medical communication skills courses to be effi cient. With regards to patients, educa-
tional programs could utilise personal experience as a foundation to raise patient awareness of 
meaning divergence. NNES patients could benefi t if their physicians highlighted the need to seek 
additional information by pointing out that the meaning of fi rst language translations may not 
correspond to the meaning that physicians associate with English medical terms. NNES IMGs 
should be reminded of the fact that patients might frequently use medical terms without necessar-
ily knowing what they signify. In general, physicians could improve their communication skills 
if they were consistently reminded, for example in communication or professional development 
programs, that medical experience may alter their perception of medical terminology and render 
their efforts to avoid or explain medical terms fruitless. 
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Appendix – Interview schedules
Patients
1. Did you ever experience diffi culty in communicating with either your “regular” doctor or 
another GP or specialist you have seen? If yes, could you please describe these problems in 
more detail and also tell me how they were resolved?
2. Did you ever have communication problems caused by the use of medical terms? Did the doc-
tor provide any explanations for the medical terms? 
3. Did you ask anyone else to explain medical terms to you after you saw the doctor?
4. Have you ever looked up the meaning of a medical term in a dictionary or on the Internet?
5. Do you think you have adequate vocabulary to tell your doctor exactly what is wrong with 
you?
5.1. NNS: Do you think you only have problems understanding medical terms in the Aus-
tralian context because English is not your native language? Do you think native 
speakers of English (NSE) have similar problems?
5.2. NES: Do you have problems understanding medical terminology? Do you think non-
native speakers have greater problems understanding medical terms than native speak-
ers?
6. Think of a medical condition of a personal or non-personal nature that you feel comfortable 
discussing.
6.1. What words do you use to describe your symptoms or affected body parts areas?
6.2. What words do you use to talk about the “technical aspects” of this condition, e.g. 
treatment, medication etc.
7. When you use a medical term, do you think it means the same to your doctor as it does to 
you?
8. Regarding patient-doctor communication, what do you judge the amount of terms used, and 
what do you think in general about the use of medical terminology by doctor?
9. What kind of language do you prefer your doctor to use and why?
10. Do you think better of a doctor that uses more plain English or more technical terms?
10.1. Judging specifi c characteristics of doctors in connection to the terms they use: Do you 
associate professional medical expertise to the use of lay or of technical terminology?
Do you associate empathy with patients to the use of lay or of technical terminology?
11. Can you think of a word or words that you have come across in everyday life that you 
would consider to me a medical term?
Physicians
1. Did you ever experience diffi culty in communicating with either your patients? If yes, could 
you please describe these problems in more detail and also tell me how they were resolved?
2. Did you ever have communicative problems caused by the use of medical terms? Do you gen-
erally provide explanations for the terms you use?
3. Do you think that your patients have adequate vocabulary to describe their symptoms and 
follow your questions/explanations/instructions? 
How do you make sure your patients have understood your questions/explanation/ instruc-
tions? 
4. Do you think patients have diffi culty understanding medical terms regardless of their native 
language?
98
5. Do you adjust your use of medical terms according to the language background of your pa-
tients?
6. What factors other than (native) language do you think contribute to problems in understand-
ing medical terminology?
7. When you use a medical term do you think it means the same to your patient as it does to 
you?
7.1. Are there any terms you avoid because they cause too much confusion?
7.2.  Are there any terms you thought were generally known, but which you still have to ex-
plain to most patients?
7.3.  Are there any terms patients frequently use in a wrong way? How so and do you think 
your patients are aware of their misuse? How do you try to prevent/resolve miscommu-
nication/misunderstanding caused by differences in understanding?
8. Do you encourage patients to seek more information independently or do you hand out leaf-
let or information brochures?
How do you feel about “informed” patients that use a lot of medical terms?
9. Regarding patient-doctor communication, how do you judge the amount of terms used, and 
what do you think in general about the use of medical terminology by doctors?
10. What kind of language do you prefer to use and why? How do you generally feel about the 
amount of medical terms you use in your consultations?
11. From a patient‘s perspective: What factors would a “good” doctor take into account when 
deciding what terminology to use? 
11.1  Judging specifi c characteristics of doctors in connection to the terms they use
Do patients associate professional medical expertise to the use of lay or of technical 
terminology?
Do patients associate empathy with patients to the use of lay or of technical terminol-
ogy?
Additional questions for (or regarding) NNES IMGs
12. In general, what do you think is/will be most problematic for you/NNES IMGs in consulta-
tions?
13. Regarding English profi ciency what do you think causes/will cause the most diffi culties for 
you/NNES IMGs and why: lay vocabulary, idioms, medical slang (acronyms) or medical 
terminology?
14. What differences are there between the use of medical terms by patients and doctors in your 
home country and in Australia?
15. Would you use your native language in consultations if it would help communicating with 
patients?
